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Division of Health Care Facilities
STATEMENT OF OEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIFLE CONSTRUCTION X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; A BUILDING: 01 - MAIN BUILDING 07 GOMPLETED
TN1TE801 B, WING 06/02/2014
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
80 JUSTICE ST
LIFE CARE CENTER OF CROSSVILLE CROSSVILLE, TN 38555
X4} ID . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ps)
PREETY {EACH DEFICIENGY MUST BE PRECEQED B FULL PREFIX {EACH CORREGTIVE ACTIQN SHOULD BE GCOMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-nepsaeugggéﬁ l':l'\l;!]E APPROFRIATE BATE
D
N 002 1200-8-6 No Deficiencies N Doz
Based on observations, testing and records .
review it was determined the facility had no Life
Safely deficiencies
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